colonies formed on Enterococcosel agar were subcultured to blood-agar plates containing 5% sheep's blood and incubated at 35°C for 24 h. All isolates were identified by colony morphology, Gram stain and biochemical tests. Species identification and antimicrobial susceptibility testing was performed using BD Phoenix System (BD Diagnostic Systems, USA). The minimal inhibitory concentrations (MICs) of vancomycin and teicoplanin were also determined by Etest method (BioMérieux, France). Carriage of vanA or vanB gene was confirmed using BD GeneOhm VanR assay (BD Diagnostic Systems, USA), a rapid real-time polymerase chain reaction (PCR) test, according to the manufacturer's instructions.
A total of 94 vancomycin resistant Enterococcus faecium were isolated from1,412 rectal swab specimens. Vancomycin and teicoplanin MICs for the isolates were ≥64 µg/ml and ≥32 µg/ml, respectively. All VRE carried vanA gene which was detected by PCR method. From 94 rectal swabs, 76 cultures were positive for VRE by both methods while 18 cultures were detected by the broth method but not the direct plating. A significant difference was found between direct plating and enrichment broth for VRE isolation (P < 0.001; Table 1 ) False positivity rates were higher by the enrichment method and the difference was statistically significant (P < 0.001). The sensitivity, specificity, positive predictive value (PPV) and negative predictive value (NPV) were 81.9%, 81.3%, 23.5% and 98.4% for direct plating, and 100%, 75.6%, 22.6% and 100% for enrichment method, respectively.
Dear Editor,
The prevalence of vancomycin resistant enterococci (VRE) infections has increased dramatically throughout the world. [1] A proven effective strategy for the control of VRE in health-care facilities is detection of colonised patients and implementation of contact isolation precautions. Stool or rectal swab specimens should be cultured on selective and differential media for the identification of intestinal colonisation. [2] In this study, we compared direct plating and VRE broth enrichment culture from rectal swabs for the detection of intestinal colonization by VRE among hospitalised patients.
One thousand four hundred and twelve rectal swab specimens from 987 patients hospitalised at Akdeniz University Hospital between May 2011 and September 2011 were included in the study. Rectal swab specimens were suspended in 0.5 ml brain heart infusion based VRE broth (Thermo Fisher Scientific, UK). From these, 100 µl of suspension was inoculated onto Enterococcosel agar containing 6 µg/ml of vancomycin (BBL, Becton Dickinson, USA) and 100 µl of suspension was inoculated into VRE broth with meropenem for enrichment. Inoculated VRE broth tubes and Enterococcosel agar plates were incubated at 35°C for 24 h and 48 h, respectively. Following incubation, broths were subcultured to enterococcosel agar and incubated at 35°C for 48 h. Gram positive, catalase negative black Traditionally, screening of intestinal colonisation of VRE is performed by stool or rectal swab culture on bile-esculin-azide agar containing 6 µg/ml of vancomycin In this study, we found that broth enrichment was more sensitive than direct plating to Enterococcosel agar for detection of VRE colonisation. The VRE recovery rate increased by 23.7% with broth enrichment compared to direct plating on Enterococcosel agar. Marner et al., reported that the sensitivity of the direct culture method was too low and the false-negative rate was too high for active surveillance of VRE, based on agar culture alone. [3] Brown et al., evaluated two different agars and two broth media for detection of VRE colonisation, however, no advantage was found with enrichment compared to direct plating. [4] Novicki et al., reported in their study that addition of broth enrichment led to the detection of significantly more VRE isolates than direct plating alone. [5] Although direct inoculation of rectal swabs on vancomycin-containing solid media offers the advantage of earlier detection of VRE, our study suggests that the rate of detection of VRE from rectal swabs increased significantly with broth enrichment. deranged hepatic function (case 1) and involvement of kidneys manifested by acute renal failure, non-oliguric (case 2). Malaria, enteric fever, viral hepatitis and others were ruled out considering leptospirosis as the possibility in the differential diagnosis of acute febrile illness [ Table 1 ]. The etiology was considered definite when: (1) serum tested positive for leptospiral specific IgM antibodies (Leptocheck) (2) presence of anti-leptospiral antibodies with the predominant serogroup being Tarassovi 1:1600 (case 1) and Autumnalis 1:3200 (case 2). This was confirmed by gold standard MAT (microscopic agglutination test) [2] using a panel of 19 live leptospiral serovars (3) positive anti-HbpA IgG antibodies, a test validated on several samples of leptospirosis earlier. [3] Culture confirmation of leptospirosis from blood and urine samples was unsuccessful. Over the next 5-7 days, clinical response (with remission of fever,
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Dear Editor,
We report two cases of leptospirosis from urban areas of Hyderabad where the reporting is scarce. [1] A 16-year-old girl student (case 1) and a 27-year-old male, a cattle farm owner (case 2) reported to our institute during June-August 2013. The predominant clinical findings being icterus with or without subconjunctival haemorrhage [ Figure 1 ] along with related non-specific signs and symptoms. General physical and systemic examination were, however, unremarkable. Information about exposure to potential sources of Leptospira spp. in contaminated water (case 1) and direct contact or possible infection from contaminated environment (case 2), narrowed the differential diagnosis.
